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Uncovering the Desired Qualities and Behaviours of General Practitioners (GPs) during 
Medical (Service Recovery) Encounters 
 
Abstract 
 
Purpose – The purpose of the study is to uncover the desired qualities and behaviours that 
patients believe GPs should have in medical (service recovery) encounters. In particular, we 
try to reveal the qualities and behaviours of GPs that patients value, to understand the 
underlying benefits that they look for during personal (service recovery) encounters, and to 
graphically illustrate the findings in a so-called hierarchical value map. This will prove to be 
important in order to understand patients’ needs and desires correctly. 
 
Design/Methodology/Approach – An exploratory research study using the qualitative 
laddering interviewing technique was regarded as appropriate as it allows researchers to gain 
a deeper insight into an underdeveloped research subject. In total, in-depth laddering 
interviews with 38 respondents were conducted. 
 
Findings – In case of a service recovery encounter, patients believe that GPs need to show 
competence, friendliness and empathy in order to restore trust in them. GPs should also listen 
actively and do the appropriate checks in order to find the root cause of the problem. “Health” 
was the main value sought by patients. This value is considered by patients to be the gateway 
to moving on with their everyday lives and search the attainment of other values such as well-
being, belongingness, accomplishment and self-realization. Moreover, respondents would like 
to gain knowledge about their disease in order to prevent them in the future and to have some 
sense of control over the decision of the treatment. Patients also want a more active role in the 
medical (service recovery) encounter, which calls for a more shared approach by GPs in the 
interaction with their patients. 
 
Research limitations/implications – Due to the exploratory nature of the study in general 
and the scope and size of its sample in particular, the findings are tentative in nature. As the 
study involved patients from one large metropolitan area in the UK, the results cannot be 
generalized beyond this group.  
 
Practical implications – If GPs know what dissatisfied patients expect, they can adapt their 
behaviours to their patients’ underlying expectations, which should have a positive impact on 
the evaluation of the doctor-patient relationship. For this purpose, the paper gives 
recommendations that can help GPs recover patients’ trust while at the same time improving 
their performance in medical (service recovery) encounters. 
 
Originality/value – This paper gives a valuable first insight into the desired qualities and 
behaviours of GPs during medical (service recovery) encounters. The study results especially 
indicate that complaining patients are people first and patients second, where the primary 
importance is the satisfaction of basic social needs. The fact that this study has revealed the 
highest number of values in published laddering studies so far shows how crucial these 
medical (service recovery) encounters in general and GP qualities and behaviours in particular 
are for patients. Another strong contribution of this paper is the finding that all the identified 
concepts from the laddering interviews that are shown in the hierarchical value maps must not 
been seen in strict isolation, as in previous research, but have to be understood as a network of 
interrelated concepts.  
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Uncovering the Desired Qualities and Behaviours of General Practitioners (GPs) during 
Medical (Service Recovery) Encounters 
 
Background – The National Health Service (NHS) in the UK 
The provision of quality health care services has been a demanding task for all Western 
democracies (John et al., 1998). Technological advances, increased competition, new 
treatments, rising patient expectations and aging population are some of the factors that have 
made the health care market become one of the fastest growing service markets in developed 
and developing economies (Andaleeb, 1998, 2001; O’Connor et al., 2000; Keynote, 2005; 
WHO, 2008).  
 In the UK, most of the health care provision comes from the public entity National Health 
Service (NHS) (Keynote, 2005; John et al., 1998). The NHS is the biggest health service 
provider and comprises 80.7% of the total of UK expenditure on healthcare offerings 
(Keynote, 2005). It delivers healthcare services through two divisions which are the Hospital 
and Community Health Services (HCHS), which is the division in charge for hospital-based 
services, and the Family Health Service (FHS), accountable for frontline community-based 
primary care (this includes General Practitioners (GPs)). The NHS accounts with facilities all 
over the UK with General Practitioners (GPs) being the gatekeepers of all possible health 
services needed by patients (John et al., 1998). 75% of the British population go to the NHS 
for consultation with the GP at least once a year with women having a higher percentage 
(81%) of usage of this service than men (69%) have. It is estimated that there are 300 million 
consultations with GPs each year in England alone (Keynote, 2005). 
 Before making policy changes in 1995 with the goal of improving the quality of health 
services provision in the UK, the government and the NHS received significant criticism: 
patients had no choice on the kind of treatment and from whom to receive it (Sargeant, 2009). 
Further, quality and delivery were determined by the NHS based solely on their available 
resources without taking into consideration all of the patients’ needs (Gabbott and Hogg, 
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1995; John et al., 1998). Moreover, due to the lack of competition, limited range of choice 
between providers and the widespread perception that public enterprises offer low quality and 
bureaucratic services (Dasu and Rao, 1999; John et al., 1998), patient perceptions and 
expectations of quality in medical service encounters were also low. However, the policy and 
regulations changes approved in the 90’s have reduced the barriers for patients switching to 
other GPs with the goal of creating internal competition that would result in the enhancement 
of quality (Gabbott and Hogg, 1995; John et al., 1998). 
 Given the different consumer-driven policy changes in healthcare (Gabbott and Hogg, 
1995; Sargeant, 2009) and the increasing influence of consumerism and knowledge 
availability on patients’ expectations of the GP-patient relationship (Hogg et al., 2004; Laing 
et al., 2004, 2005a, 2005b, 2009; Newholm et al., 2006), it proves important to explore the 
doctor-patient relationship in the NHS in more detail. Especially the crucial co-creation role 
patients have in the development of the treatment and outcome of health services makes it 
important for doctors to build a relationship with patients and understand their needs, values, 
and expectations of health service encounters (Hausman, 2004; Laing and Hogg, 2002). The 
importance of the GPs-patient relationship is furthered by the GPs’ need to retain patients and 
the possible churn outcome when service failure occurs (Gabbott and Hogg, 1995). 
 In particular, further research is needed on how patients want to be treated if service 
failures happen as regardless the constant efforts by service providers to give the best value 
proposition to their customers, the possibility of failure is an issue that is inherent in the 
nature of services (Homburg and Fuerst, 2005). Service failures occur when the perceived 
service differs negatively from customers’ expectations (i.e. when the predicted service is not 
delivered) (Zeithaml et al., 1993). After having experienced a service failure, customers 
should be recovered to a state of satisfaction. Service recovery refers to the efforts taken by 
services firms in order to amend a problem after a service failure has occurred (Michel, 2001). 
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Service providers will use different type of resources, whether economic or psychological, to 
regain levels of satisfaction of dissatisfied customers (Smith et al., 1999) and retain profitable 
customers (Michel and Meuter, 2008). However, designing the right service recovery process 
is a task that most firms have not been able to manage correctly (Johnston and Michel, 2008; 
Michel et al., 2009). 
 Thus, in this study, we focus on how patients want to be treated by GPs during normal and 
service recovery medical encounters. As pointed out by Michel (2001), the comparison 
between satisfied and dissatisfied customers’ perspectives can provide a deeper understanding 
of the impact of service failures and recovery procedures. Since healthcare is a service in 
which patients have high emotional involvement (Berry and Bendapudi, 2007; Hogg et al., 
2004) and, as such, levels of tolerance by consumers are lower after a service failure (Mattila, 
2004), contrasting the differences in the results of both subgroups could be valuable for 
determining if there are any specifically desired attributes in recovery encounters with the GP. 
 As discussed by Berry and Bendapudi (2007), the difference between healthcare services 
and other services and the trust relationship that must be build between physicians and 
patients require a deeper understanding of the qualities and behaviours desired by patients in 
the medical (service recovery) encounter. For this purpose, the well-established semi-
standardized qualitative technique of laddering (Reynolds and Gutman, 1988) will be used to 
gain an in-depth insight into this important topic. Laddering studies allow researchers to 
reveal what Gengler et al. (1999, p. 175) refer to as the “reasons behind the reasons”. 
Researchers should then be able to discover information and gain valuable insights into the 
patients’ personal values and basic motivations, which have an impact on their behaviour.  
 This article proceeds as follows. The paper begins by giving an initial overview of the 
literature on the characteristics of health services and the doctor-patient relationship. The 
description of service failure and recovery in health services then leads to the outline of the 
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research questions and methodology based on means-end theory. The description of the data 
analysis method and findings follows from a discussion of the research design. The paper 
concludes with a discussion of the nature of the constructs and the possible implications the 
findings have for GPs, health organisations and further research.  
Health services: A different type of service 
Health services share several commonalities with other types of services (ie. inseparability, 
variability, perishability, credence attributes). Health services are for example considered 
inseparable since patients must be present in order to receive the treatment, procedure or 
examination (Berry and Bendapudi, 2007). The evaluation of these performances becomes 
difficult for patients because of the technical complexity that health services have (Laing et 
al., 2005a; Padma et al., 2009) and their credence attributes, which means that the quality of 
the service is difficult to determine even after the service has been experienced (Darbi and 
Karni, 1973).  
 Healthcare is a one of the most important and personal services that people can consume 
(Berry and Bendapudi, 2007). It is a service that people require but do not necessarily desire 
as it is only sought when people are sick, potentially under stress and therefore emotionally 
involved (Berry and Bendapudi, 2007). Reluctance and dread towards an uncomfortable exam 
are feelings that affect patients’ willingness to perform their role in the service exchange and 
their perceptions of quality of the service (Berry and Bendapudi, 2007). The patient’s co-
creation role in health services is important because it is through their detailed and honest 
description of the symptoms and their compliance with the treatment that the desired outcome 
can be obtained (Lanseng and Andreassen, 2007; Naidu, 2009). 
 Furthermore, emotions have an important influence in the quality assessment of healthcare 
due to the fact that consumers are sensitive to factors affecting their personal health 
(Moorman and Matulich, 1993). Besides frequently being already stressed when they come to 
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see the doctor, patients incur a certain level of risk when receiving healthcare (i.e. when 
procedures go wrong, they receive the wrong medication or by being exposed to other 
patients with contagious diseases while sitting in the waiting room) (Taner and Antony, 2006; 
Wan and Kamazuraman, 2009). 
 Moreover, health services require high involvement by patients as they relinquish their 
privacy by discussing personal issues with the healthcare provider that they would not discuss 
with other service providers (Berry and Bendapudi, 2007; Taner and Antony, 2006). Patients 
also perceive themselves to be at disadvantage in technical knowledge, which makes them 
take other factors of the health service encounter into account when assessing the quality of 
this type of encounter (Gabbott and Hogg, 1996; Taner and Antony, 2006; Wan and 
Kamazuraman, 2009) such as the doctor’s “bedside manner” (Berry and Bendapudi, 2007, p. 
113). Therefore, it is important to understand the different aspects of health services that 
influence patients’ expectations and evaluation criteria of these encounters. 
The doctor-patient relationship 
The doctor-patient relationship is a crucial element in healthcare (Hensel and Baumgarten, 
1988; Hui et al., 2004; Spake and Bishop, 2009). Given the credence attributes inherent in 
health services, the relationship between the GP and the patient has an important influence on 
patient emotions and satisfaction even well after the encounter has occurred (Garry, 2007; 
Michel, 2001). 
 Furthermore, the complex doctor-patient relationship is affected by diverse factors which 
are determined through the interaction that takes place in the service encounter (Leventhal, 
2008; Spake and Bishop, 2009). Patients’ perception of GP competence (experience and 
knowledge) (Brown and Swartz, 1989; Hensel and Baumgarten, 1988) and patients’ level of 
psychological comfort (Spake et al., 2003) prove to be important factors in the development 
of trust and commitment of patients towards the GP (Spake and Bishop, 2009). Authors such 
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as de Ruyter et al. (1999) found that empathy (i.e. understanding) is the most important 
attribute in healthcare. Understanding, concern, civility and congeniality shown by the 
physician to the patient enhance their satisfaction with the relationship and medical encounter 
(Winsted, 2000). Also, Wilde-Larsson and Larsson (2009) found in a study in Swedish 
primary care that the combination of competence, good interpersonal interaction of the 
physician (i.e. information and empathy) and a friendly and private practice atmosphere will 
contribute to a good quality assessment and patient return intentions. 
 Moreover, the intimate and very characteristic interpersonal relationship that takes place 
within health services encounters is going through rapid changes due to increased competition 
and consumer orientation (Leventhal, 2008). The consumerization of healthcare (Sage, 1991; 
Laing and Hogg, 2002) and consumers’ increasing access to knowledge and education (Laing 
et al., 2005a) have started to shift the power balance in the GP-patient relationship as patients 
start perceiving equality with physicians (Laing et al., 2005b). Furthermore, information 
obtained through the Internet (Laing et al., 2004, 2005b) and online health communities 
(Hogg et al., 2004) have created the notion of an assumed empowerment in consumers when 
it comes to professional services such as healthcare (Newholm et al., 2006).  
 Current research shows that the fragmentation and information empowerment of the 
healthcare consumer calls for a change in the way patients want the medical service encounter 
to develop itself (Laing et al., 2009; Laing et al., 2005a). Furthermore, research by Hausman 
(2004) and Charles et al. (1999) found that patients desire a shift from the usual paternalistic 
approach (i.e. the doctor has a dominant role and makes the decision on his own) to a more 
informative and negotiated approach. This means that patients look for a shared model in 
which they can exchange information with the physician and have a more active role in the 
treatment decision making (Charles et al., 1997). Further, patients seek to gain psychological 
comfort (Spake et al., 2003) and feel treated with dignity (Kenny, 1990) in order to have a 
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more negotiated process in which the information exchange between patients and GPs can 
flow naturally (Hult and Lukas, 1995). This in turn will help patients obtain the more 
personalised and holistic medical attention that they seek (Berry and Bendapudi, 2007). 
Patients’ desire for a shared model is compatible with the service-dominant logic (S-D logic) 
framework (Vargo and Lusch 2004, 2008abc). S-D logic is a promising new school of thought 
within marketing. The approach suggests that all companies are service providers with 
“service” being the fundamental basis of exchange. Vargo and Lusch (2008c) define “service” 
as the application of operant resources (knowledge and skills) for the benefit of all parties 
involved in the service exchange. According to S-D logic, companies cannot create value for 
customers but can only make value propositions and therefore can only create the 
prerequisites for value (Flint, 2006). Value is always jointly co-created with customers and 
uniquely and phenomenologically determined by the beneficiary (Vargo and Lusch, 2008c). 
By contrast, goods dominant logic regards companies as the creators of value and customers 
as users and/or destroyers of value. Applied to the health context this means that patients 
desire a shared model where GPs only make value propositions and where patients and GPs 
jointly create value. This brings along the need of sharing information and to engage in joint 
problem solving, which relies on mutual trust between both parties in the co-creation process 
(Vargo, 2008). This shared model should replace the previous paternalistic approach, which 
resembles the goods-dominant view, with doctors having the leading role making all the 
decisions.  
Service failure and recovery in health services 
Service failures such as for example giving the wrong diagnosis or treatment can test the 
doctor-patient relationship. These service failures are inevitable due to the nature of services 
(Homburg and Fuerst, 2005). Bitner et al. (1990) identified 12 categories of incidents within 
services industries which pertain to three main groups. These groups are known as core 
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service failures, which refer to a failure in the main service and service delivery system of the 
firm; customization failures, which refers to failures in attending special requests and needs 
from the customer; and unacceptable employee behaviours, which refer to incidents produced 
due to contact employee behaviour.   
 Customers may react in different ways after having experienced a service failure. They 
may decide to either complain to the service provider or a third party, churn (i.e. find a new 
service provider), engage in negative word of mouth or simply do not take any action at all 
(Colgate and Norris, 2001; Gutbezahl and Hann, 2006). According to Tax and Brown (1998) 
and Chebat et al. (2005), considerable evidence suggests that the percentage of dissatisfied 
customers who decide to complain is low.  
 In healthcare services, customers are less likely to complain because of the low power that 
they perceive to have in the relationship (Goodwin and Verhage, 1989). Doctors are perceived 
as experts and patients become intimidated because of their lack of knowledge and difficulty 
in assessing this service (Gabbott and Hogg, 1995; Laing and Hogg, 2002). A study by Friele 
and Sluijs (2006) showed that patients who complain do so mostly for preventing the failure 
from happening again.  
 However, it should be in the best interest of any institution to encourage customers to 
make a complaint because it gives the company an opportunity to redeem itself while 
obtaining higher levels of customer satisfaction, commitment, loyalty and positive word of 
mouth (Karande et al., 2007; Swanson and Kelley, 2001; Tax and Brown, 1998). For health 
service organisations, service recovery may save costs and increase loyalty and positive word 
of mouth of patients (Schweikhart et al., 1993). Service recovery, however, does not only 
involve complaint handling, but also refers to all immediate efforts in response to a service 
failure (Groenroos, 1988; Michel, 2001). These efforts can be implemented to avert and 
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resolve service failures before customers decide to either leave dissatisfied (without 
complaining) or complain (Lewis and Spyrakopoulos, 2001).  
 In addition, research elaborated by McCollough and Bharadwaj (1992) proposed the 
theory of the service recovery paradox. This theory proposes that customers who have gone 
through a successful service recovery have higher levels of satisfaction and repurchase 
intention than in the case of not having experienced a service failure at all. However, 
subsequent and current research (McCollough et al., 2000; Magnini et al., 2007; Michel and 
Meuter, 2008) have shown that the service recovery paradox is not a common event and only 
occurs when the customer perceives that the service failure is neither critical nor the service 
provider’s responsibility.  
Evaluating medical service recovery encounters 
When evaluating the service recovery encounter, customers’ satisfaction will be determined 
by the perceived fairness of the new exchange process (de Ruyter and Wetzels, 2000a; Tax 
and Brown, 1998). Tax and Brown (1998) and Tax et al. (1998) proposed that customers use 
three dimensions of justice to determine their satisfaction with the service recovery encounter. 
These dimensions concern the fairness of the actions they have to carry out to gain 
compensation (i.e. procedural justice); the interaction and treatment received from the 
contact-employee (i.e. interactional justice); and the received compensation for the failure 
(i.e. outcome justice).  
 In a health service recovery context, Dasu and Rao (1999) identified that patients use two 
types of expectations when facing these encounters. These are will expectations, which are 
their predictions of what the hospital will do to manage the complaint; and should 
expectations, which are the customers’ ideal resolution of the problem. Furthermore, Mattila 
and Cranage (2005) identified informational justice as a fourth dimension influencing 
satisfaction with service recovery. They argued that consumers reduce attributions of blame to 
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the service provider if they receive accurate information and choices. As a result, consumers 
perceive that they have more control over the outcome of the encounter (Mattila and Cranage, 
2005).  
 Consequently, Friele and Sluijs (2006) found that an improvement in the system will 
satisfy patients’ sense of justice. They also showed that a fair and respectful treatment, 
physicians’ assumption of responsibility, an explanation of what happened, an apology and an 
effort by the physician to restore the doctor-patient relationship are part of complainants’ 
expectations within the service recovery encounter in health services. Patients expect 
responsiveness and an explanation, and they have also low expectations of service recovery 
efforts provided by public-hospitals because they regard them as bureaucratic and complex 
entities (Dasu and Rao, 1999; Gutbezahl and Haan, 2006).  
 In addition, Priluck and Lala (2009) suggest that compensation after a service failure 
should be determined by contact employees and varied according to the different levels of 
expectations that customers have after a service failure. Conversely, Wirtz and Mattila (2004) 
argue that compensation may neither alleviate the effects of a poor recovery effort nor 
increase the levels of satisfaction when a good recovery process has taken place. Likewise, 
Friele and Sluijs (2006) found that only a small percentage of complainants in healthcare 
(7%) complain in order to get compensation. 
 Moreover, courtesy, empathy and quick reaction to service failure are among customers’ 
requirements for a successful service recovery encounter (Hocutt et al., 2006). Emotions will 
also influence the perceptions of the outcome in service recovery encounters (Varela-Neira et 
al., 2008). As Berry and Bendapudi (2007) explained, patients are in dread when going to the 
medical encounter. After a service failure, negative emotions will influence complainants’ 
perceived justice and evaluation of the recovery efforts (Varela-Neira et al, 2008). Severt et 
al. (2008) proposed that a hospitality centric philosophy can improve patients’ experience in a 
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hospital setting while diminishing their emotions of fear and stress. They further argued that 
this experience improvement through hospitality practices may help patients regain their 
health. Moreover, research by Ashill et al. (2005) showed that service recovery performance 
within a public hospital setting will be positively affected by the empowerment that frontline 
staff have; the presence of an effective teamwork environment; clear information and 
guidelines for employees to perform their role in the encounter; and the level of affective 
commitment that staff have towards the hospital.  
 Rod and Ashill (2009) found that employees’ service recovery performance will be 
positively influenced by the job resourcefulness trait of contact employees, the amount of 
received training they have and the rewards that they may obtain for good recovery efforts. In 
contrast, healthcare hospital staff may perceive service recovery efforts as an extra-role 
activity that would distract them from their regular tasks, for which they need to be really 
focused due to the inherent high risk and technical difficulty involved in the performance 
(Gutzebahl and Haan, 2006).  
Research objectives 
A review of the literature has established that the desired attributes and behaviours that 
patients would like their GPs to have during medical (service recovery) encounters have not 
been addressed in depth. There is further a lack of research focusing on the benefits that the 
attributes and behaviours of GPs create for patients during medical (service recovery) 
encounters.  
 The objectives of this research are therefore: The first objective will be to uncover and 
understand the desired qualities and behaviours that patients believe GPs should have in 
medical (service recovery) encounters. It is important to understand patients’ needs and 
desires in order to obtain a valuable in-depth insight into what consumers consider as 
important attributes in the GP-patient interaction. As mentioned by Olson and Reynolds 
  Medical (Service Recovery) Encounters 
13 
 
(2001), uncovering the desired attributes that customers want in a product or service is the 
first step in order to understand the reasons why consumers make decisions. Subsequently, 
this will then result in recommendations that can help GPs recover patients’ trust while at the 
same time improving the performance in service recovery encounters (Berry and Bendapudi, 
2007). For this purpose, we will obtain attribute-consequence-value chains (A-C-V) using 
means-end theory in order to develop a Hierarchical Value Map (HVM) of the attributes and 
needs desired by patients. This will help to illustrate the qualities and behaviours of GPs that 
patients value in a medical (service recovery) context by showing a map of interconnected 
concepts (Grunert et al., 2001). The illustration will help see how different concepts are 
related to each other and the amount and strength of linkages between them (Bryman and 
Bell, 2007).  
 The second objective will be to reveal the benefits sought by patients in a medical (service 
recovery) encounter. As benefits are the reasons why a certain attribute is important (Olson 
and Reynolds, 2001), it becomes of significance to elicit and understand the different 
consequences sought by patients and how these benefits further connect to different values. 
Through this, the elements that determine patients’ behaviour can be understood and used to 
determine a better way for motivating patients to take their part in their co-creation role 
during service recovery encounters (Berry and Bendapudi, 2007). 
 Answering these questions will further the health services literature, satisfy the need to 
understand patients’ traits, circumstances, needs, and desired attributes in service recovery 
encounters; and  uncover possible marketing implications that can help GPs in order to 
maintain patient loyalty and improve the performance in service recovery encounters (Berry 
and Bendapudi, 2007). 
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Methodology – Using the laddering technique to investigate GP qualities and behaviours 
For this exploratory research study the semi-standardized qualitative laddering interviewing 
technique (Reynolds and Gutman, 1988) was regarded as an appropriate research method as it 
allows researchers to gain a deeper insight into an under-developed research subject. Using 
laddering, researchers are able to examine the consumer’s individuality in depth while still 
producing quantifiable results. Laddering is especially useful for understanding qualities and 
behaviours and for exploring individuals’ opinions, attitudes and beliefs (Veludo-de-Oliveira 
et al., 2006). Laddering usually involves personal semi-standardized in-depth interviews 
where interviewees are given the possibility to express freely and answer questions in their 
own words (Olson and Reynolds, 2001). The technique bases its approach on means-end 
theory, which Grunert et al. (2001, p. 63) describe as “one of the most promising 
developments in consumer research since the 1980s”. The theory states that values or 
desirable end-states are the key drivers of consumers’ choice patterns (Gutman, 1982). In 
other words, the attributes of products or services (“means”) represent means to achieve more 
important desired consequences, which in turn are other means to achieve an ultimate value 
(“ends”) (Olson and Reynolds, 2001). In this research we suggest that the ability of a patient 
to attain his personal goals and values (ends) depends to a certain degree on the qualities and 
behaviours of GPs (means) during medical (service recovery) encounters. 
 Since its development, the laddering technique has been used in marketing studies of a 
variety of consumer goods, brands and services (Veludo-de-Oliveira, 2006). Recently, 
laddering has been used successfully in domains such as relationship marketing (Paul et al., 
2009), sales management (Deeter-Schmelz et al., 2002, 2008), business-to-business 
relationships (Henneberg et al., 2009), services marketing (Gruber et al., 2009ab; Gruber et 
al., 2006), and higher education (Voss et al., 2007).  
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 During the laddering process interviewers ask probing questions to reveal structural 
relationships between attributes, consequences provided by those attributes, and personal 
values or goals that the consequences reinforce. For this purpose, interviewers repeatedly ask: 
”Why is attribute/ consequence/value xyz important to you?”, with the answer to this question 
serving as the starting point for further questioning. The aim of the sequence of probing 
questions is to identify cognitive relationships of personal relevance to the respondent 
(Gengler and Reynolds, 1995). For higher level consequences and values, Reynolds et al. 
(2001) suggest that interviewers should also ask questions such as “How does that make you 
feel?” 
Data collection 
Sample size and sampling technique 
Reynolds et al. (2001) suggest that approximately 20 respondents per subgroup can provide 
researchers with sufficient data to gain significant understanding of the main desired 
attributes, consequences and values of products, services or people. Thus, 20 interviews were 
conducted among respondents who had experienced a service recovery encounter with their 
GP in the UK while 18 interviews were conducted among respondents who had a normal 
encounter (i.e. no service failure experienced). Snowball sampling, which consists of asking 
recruited respondents to refer subsequent participants that share the characteristics desired for 
the research (Malhotra and Birks, 2006), was used to identify respondents. This non-
probability sampling technique, which has been used successfully in similar service research 
recently (Groth et al., 2009), allowed us to gain access to more respondents who shared the 
sought characteristics for the subgroups of this study.  
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Sample characteristics 
Most respondents were postgraduate students, with an average age of 30.1 years for the 
normal encounters subgroup and 25.4 years for the recovery encounters group.  
 We tried to maintain balance between the genders of respondents in order to avoid bias in 
the overall results due to gender differences in value preferences (Rokeach, 1973). Therefore, 
the gender distribution across subgroups was of 11 female and 9 male respondents for the 
service recovery encounters and of 7 female and 11 male respondents for normal medical 
encounters with the GP. 
Combining CIT and laddering 
The critical incident technique (CIT) (Flanagan, 1954) was used as a “warm up” technique 
before the actual laddering interviews started. The idea behind this procedure was to establish 
rapport with respondents by showing them that we were genuinely interested in their personal 
experiences and to prepare them for the following laddering interviews. During the CIT phase 
of the interview, respondents were asked to recall the most recent encounter with their GPs 
(either normal or failure/recovery encounters) experienced within the last twelve months. The 
focus on the last 12 months was necessary to avoid or reduce biases and mistakes in the 
responses and description of encounters due to the passage of time since the encounter 
(Gremler, 2004; Ramsaran-Fowdar, 2008). Typical service failures mentioned by respondents 
of the recovery subgroup were: GP did not ask thoroughly about patient symptoms and gave 
the wrong diagnosis; GP was not able to diagnose the patient's problem and gave the wrong or 
ineffective treatment; GP showed indifference and lack of interest during the interaction. 
 After that we asked respondents to elicit the qualities and behaviours (attributes) that they 
would expect their GP to have in either (a) a normal or (b) a service recovery encounter. In 
case respondents elicited 5 or more attributes, they were asked to rank them in order of 
importance so that we were able to start the laddering phase of the interview with the most 
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important attributes (Reynolds and Gutman, 1988; Deeter-Schmelz, 2002, 2008). After this, 
variations of the question “why is it important to you?” were used with the purpose of helping 
respondents elaborate and uncover the underlying consequences and values behind a certain 
mentioned attribute (Reynolds and Gutman, 1988). This process was repeated until the 
respondents either reached the value level or was unable to give further answers. The 
interviews lasted between 15 and 78 minutes (40.34 minutes average) in total. 
Data analysis 
Once the information was obtained from the interviews, content analysis was conducted in 
order to extract “chunks of meaning” (Gruber et al., 2006, p. 627) for the development of 
meaningful categories (Reynolds and Gutman, 1988). The laddering data were then classified 
into attributes, consequences and values and later entered into the LADDERMAP software 
(Gengler and Reynolds, 1993) for further analysis. The following tables give an overall view 
of the 12 attributes, 18 consequences and 10 values elicited the most often by both subgroups 
together with a brief description of each construct and the number of times the concepts were 
mentioned in the ladders by each subgroup. 
--------------------------------------- 
Insert Tables 1-3 about here 
-------------------------------------- 
Table 4 shows that a total of 375 ladders were collected from the laddering interviews and the 
38 respondents provided between 5 and 26 ladders each, with an average of 9.9 ladders per 
respondent. The longest ladder consisted of 10 concepts of meaning (attributes, consequences, 
and values) and the shortest 3, with an average of 5.7.  
--------------------------------------- 
Insert Table 4 about here 
-------------------------------------- 
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By comparison, previous laddering studies by Gruber et al. (2009b) and Voss et al. (2007), 
collected on average fewer (5.6 and 4.3) and also shorter (2.9 and 4.8) ladders per respondent.  
 After generating summary codes, the LADDERMAP software was used for building 
implication matrices for each subgroup. These matrices show the amount of direct and 
indirect links that a certain element has with another (Deeter-Schmelz et al., 2002, 2008, 
Reynolds and Gutman, 1988). While direct relationships among concepts are the times one 
attribute or consequence is connected directly to another attribute or consequence, indirect 
relationships are the times one attribute or consequence is connected to another concept but 
with another element in between (Gruber et al., 2006; Reynolds and Gutman, 1988).  
 Next, a so-called Hierarchical Value Map (HVM) was build for each subgroup with the 
data from the corresponding implication matrices. HVMs illustrate the most important 
concepts of meaning in a graphical form for further interpretation. For this purpose, 
researchers have to decide on a suitable cut-off level. For example, a cut-off level of 1 means 
that every connection between constructs mentioned by respondents is graphically 
represented. The resulting HVM is “a mass of links and concepts that usually is 
unintelligible” (Christensen and Olson 2002, p. 484). The higher the chosen cut-off level is, 
the more linkages and constructs of meaning will disappear and the more interpretable the 
map will become. However, if the cut-off level is too high, too many constructs will have 
disappeared and the resulting map will not be interesting. Researchers, therefore, have to find 
a balance between data reduction and retention (Gengler et al., 1995) and between detail and 
interpretability (Christensen and Olson 2002) to create a clear and expressive map with 
sufficient information. A cut-off level of three was determined as most suitable as it provided 
us with the most important information from the data set while reaching a balance between 
data reduction and retention. This cut-off level means that the linkages between elements 
must have been elicited by at least three respondents in order to be shown in the HVM. 
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Results 
The HVM in Figure 1 shows a very complex map formed by patients as they try to reach the 
desired outcome of getting healthy in a medical service recovery encounter.  
--------------------------------------- 
Insert Figure 1 about here 
-------------------------------------- 
In service recovery encounters, patients want their GPs to show empathy, be professional and 
friendly, have good communication skills, and be competent in order to build trust in their 
abilities and willingness to help patients. GPs can also build trust with patients (although not 
directly) by showing empathy. By perceiving that GPs show interest and understanding 
(“empathy”), patients feel that they are being taken seriously. This process builds trust in the 
doctor-patient relationship. Once patients feel that they can trust the doctor, a sense of 
comfort and feeling of being cared for can be observed.  
 The feeling of relief or comfort, which respondents obtain mostly by developing trust in 
the physician, is also directly influenced by the accessibility patients have to the GP after a 
service failure has occurred. Furthermore, the attributes of responsibility, professional 
behaviour and active listening influence this consequence indirectly. This suggests that after a 
service failure, patients want their GPs to acknowledge and take responsibility of the 
complaint in order to feel that their problem is taken seriously. By listening actively to 
patients, doing checks and following professional behaviour, patients also believe that GPs 
will determine the right diagnosis. These consequences (“take problem seriously” and 
“diagnosed correctly”) influence the patient’ relief of stress and worry. 
 After examining the linkages between elements elicited by respondents, it seems that the 
sense of comfort and trust in the physicians helps patients to open up about their illness and 
take their part in the co-creation of the effective treatment that GPs would determine. 
Furthermore, the consequence “feel cared for” has a strong influence on reaching an effective 
  Medical (Service Recovery) Encounters 
20 
 
treatment. In this regard, the consequence “effective treatment” is one of the main benefits 
sought by patients in this type of encounters. Due to the fact that most of the service failures 
elicited by respondents were core service failures, the respondents’ main concern in the 
service recovery encounter was getting an “effective treatment” in order to solve their medical 
problems. Thus, we decided to name this consequence “effective treatment” as it was the 
solution that was mostly elicited by respondents. For administrative service failures (e.g.: non 
availability of patients’ records, wrong appointment settings, etc.), we created the code “get 
solution”. However, only 2 respondents experienced this type of failure and hence, this 
construct was not mentioned enough times to appear in the HVM. 
 Furthermore, “feeling cared for” (direct influence), “open up” (direct influence) and 
“feeling comfortable” (indirect influence) are the main consequences that lead to receiving the 
effective treatment which in turn will result in the attainment of health. Health is the main 
value or end state sought by patients when requiring health services (Gabbott and Hogg, 1995, 
1996; Laing and Hogg, 2002; Lytle and Mokwa, 1992). Even though the map shows a strong 
link between effective treatment and health, the latter is also perceived to be obtainable 
through the prevention of illnesses (“prevent”), “feeling understood” and a “negotiated 
process” between GPs and patients during medical service recovery encounters. When GPs 
are informative, patients gain knowledge which will help in the development of an effective 
treatment and in the prevention of future illnesses.  
 Effective treatment also leads to patients “not wasting time” in coming back to the doctor 
again. This will give patients the opportunity to “move on” to achieve their goals in life 
(“accomplishment”) and to feel safe (“safety”) since they perceive that they are in good hands 
and not at risk of catching further diseases while waiting for medical attention. 
 The value of “health” leads to the attainment of different values as patients perceive that 
they need their health in order to move on and go back to their normal lives. This implies 
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going back to family and social life (“belongingness”) but it also leads to the sense of feeling 
good and having a long life (“well-being”). The latter will in turn lead to going back to work, 
study and achieve goals (“accomplishment”). Through the achievement of goals, people feel 
that they can fulfil all their dreams and needs (“self-realization”) and also enjoy life 
(“hedonism”). Moreover, the HVM for the recovery subgroup suggests that patients want to 
feel that their complaint makes a contribution to society and avoids others to go through the 
same (“altruism”). If GPs demonstrate “responsibility”, patients will perceive that their 
complaints are helping to “improve the system”. As patients feel that they help others, they 
feel better about themselves (“self-esteem”) as well. 
--------------------------------------- 
Insert Figure 2 about here 
-------------------------------------- 
The HVM for the normal medical encounter subgroup portrayed in Figure 2 shows a map, 
which can be interpreted more straightforwardly. The most important attributes for patients in 
a normal medical encounter with a GP are competence, friendliness, being informative, and 
empathy. These attributes are important to patients for them to feel comfortable with the 
doctor and to feel understood. Especially “friendliness” has a strong link with the 
consequence “feel comfortable”. 
 Furthermore, the main consequences for this subgroup are “feel comfortable”, “trust”, 
“open up”, “effective treatment”, “feel cared for”, “feel understood” and “diagnosed 
correctly”. These follow an order before reaching the value of “health”. Once patients feel 
comfortable, they gain confidence and trust in the GP’s abilities, which will lead to them 
opening up and expressing themselves freely about their condition. This has a strong link to 
getting the right diagnose which will lead to the benefit of an effective treatment. The latter 
has the strongest link to the “health” value. 
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 By showing empathy towards their patients, GPs can make their patients feel understood, 
which also helps them express themselves (“open up”). As a consequence of this, patients get 
the sense of feeling cared for and that someone is there for them, relieving them from worry 
and dread and making them feel safe (“safety”). Moreover, “feel cared for” has also a strong 
link with “health” as respondents mentioned that once they feel cared for, they believe that 
they will get healthy.  
 Just as for the recovery subgroup, health is also a gateway for patients in order to move on 
with their lives and satisfy other needs or values. Once health is achieved, patients feel that 
they can go back to their families and social lives (“belongingness”). Furthermore, they also 
feel good and that believe they will have a long life (“well-being”). This will, in turn, make 
them feel better about themselves (“self-esteem”) and go back to the pursuit and achievement 
of goals (“accomplishment”). The latter succession of values helps respondents in getting the 
best out of life (“self-realization”). However, some respondents of the normal encounter 
subgroup feel that they can reach satisfaction once they get what they expect from the medical 
encounter with the GP. They reach this end state through “feeling treated as individuals”.  
Discussion 
The presented findings suggest a very complex view that patients have of medical (service 
recovery) encounters with GPs. Not surprisingly, receiving an effective treatment with the 
consequence of getting healthy is at the centre of patient desires. This coincides with previous 
research by Gabott and Hogg (1996) and Laing and Hogg (2002), which suggest that a good 
core service outcome is the most essential consequence sought by patients. 
 However, due to the credence attributes of this type of service, patients have difficulties in 
assessing the competence of doctors and the technical quality of the outcome (Padma et al., 
2009). Hence, they will look for signs of interactional quality in order to assess the 
competence of GPs and to develop trust in their abilities and the outcome of the encounter 
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(Hausman, 2004; Reidenbach and Sandifer-Smallwood, 1990). The concepts depicted in both 
HVMs for normal and service recovery encounters suggest that it is mostly through 
interpersonal interaction attributes and behaviours of GPs that patients develop trust and a 
sense of comfort within the medical (service recovery) encounter. In order to understand how 
patients perceive a doctor to be competent, we asked respondents how they would identify 
this characteristic. Most respondents answered that GPs would give this impression by being 
informative, speaking about their experience and background, having a confidence tone of 
voice and by listening carefully. 
 Other interpersonal interaction attributes such as friendliness, empathy, and professional 
behaviour also influence the building of trust between doctors and patients. As Brown and 
Swartz (1989) and Spake and Bishop (2009) point out, the interaction has a significant impact 
on patients’ quality perceptions in this type of service. The findings of our study are also 
consistent with research by Hausman (2004) which evaluates the influence of interpersonal 
relationships on the outcome of encounters and the motivation of patients to follow the 
treatment provided by the doctor. As Chenet et al. (2000) and Mattila (2004) found, trust is 
one of the key elements in order to evaluate service performance and reduce perceived risk in 
services. Interestingly, the findings of this research contest findings by Shemwell et al. (1994) 
which showed that trust did not significantly moderate perceived risk in primary care. Our 
research findings, however, suggest that once trust in the physician is developed by patients, 
the latter are more willing to open up and discuss freely the details of their problems. This, in 
turn, will help GPs to make the right diagnosis, give the right information (health advice 
and/or feedback) and develop the effective treatment needed in order for patients to regain 
their health. As data by Laing and Hogg (2002) also suggest, the usage of interpersonal and 
process of delivery quality for assessing health services is different than in other professional 
services (e.g. legal and finance services) in the emotional involvement by patients in 
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developing the confidence (“trust”) that doctors have the right knowledge and their best 
interest at heart. On the other hand, the desired outcome “Health” is perceived by the 
respondents as being the gateway or requirement in order to move on with the achievement of 
other values and goals in their lives. Consequently with Maslow’s (1970) hierarchy of needs 
and theory of motivation, health is part of the physiological needs and is considered as a 
starting point in the satisfaction of needs by individuals. Patients perceive that once they 
regain their health they can go on with the different activities of their everyday life.  
 Furthermore, respondents also want to satisfy their safety needs. The empathy looked for 
in a doctor is an antecedent to the development of rapport and feeling understood (Macintosh, 
2009). For the respondents of this study, this bond helps them to open up, feel like at home 
and cared for (Paul et al., 2009). This sensation is linked to a feeling of being in safe hands, 
secured and protected, which satisfies the safety needs of the individuals (Maslow, 1970). 
 Our findings also corroborate previous research by Gabbott and Hogg (1996) and Padma 
et al. (2009) that showed that the attainment of health is a feature that is expected by patients 
and is usually taken for granted. If present, the interactional quality will be the main influence 
on satisfaction with these encounters (Brown and Swartz, 1989). However, if it is not present 
good interpersonal quality won’t be able to redeem the failure (Gabbott and Hogg, 1996). 
Previous research by Jayanti and Whipple (2008) showed that the likeability of the physician 
had an impact on patients’ satisfaction or dissatisfaction with the encounter. They found that 
physicians that were perceived to be more likeable by patients had poorer ratings than non-
likeable physicians in cases of failure. In this research, the HVM for the normal subgroup 
shows that the end state of satisfaction is present as a consequence of being treated as 
individuals. As a result of opening up and trust, which are consequences of the interaction and 
competence of the GP, patients feel treated as individuals who are at the same level as the 
physician.  
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 Nevertheless, patients look for more attributes and benefits in the GP-patient encounter 
after experiencing a service failure. This may be due to the fact that the zone of tolerance of 
individuals varies according to situational factors (Zeithaml et al., 1993) and narrows after a 
service failure (Hoffman, 1995; Weun et al., 2004). In health care, the complexity of the 
needs desired by patients and the level of importance attached to having health in life make 
the zone of tolerance smaller for this type of service in comparison to other services industries 
(Taner and Antony, 2006). Moreover, the high level of emotional involvement, trust and 
affective commitment inherent in health services (Berry and Bendapudi, 2007; Hogg et al., 
2004; Mattila, 2004) also reduces customers’ levels of tolerance for service failure in this type 
of encounters (Mattila, 2004). Given the fact that the likability of the physician will impact 
the perceptions of overall quality in case of a service failure within health services (Jayanti 
and Whipple, 2008), patients may look for more attributes and benefits from the interaction 
with the physician in order to regain trust, which is important for the continuation of the 
relationship (Shemwell et al., 1994). Thus, the findings of this research support the result by 
Mattila (2004) who showed that recovery efforts in these types of circumstances – services 
with high emotional involvement, affective commitment and trust – should be higher as 
customers expect more in the case of service failures.  
  Our findings also show that competence has a stronger role in the building of trust in the 
recovery encounters than in normal medical encounters. This is similar to what Jayanti and 
Whipple (2008) implied in their research as patients would be willing to trade off likeability 
for competence in the healthcare setting. These findings seem to partly concur with the 
conclusions given by Friele and Slujis (2006). In agreement to their findings, the HVM for the 
recovery subgroup shows that patients want to feel that the handling of their complaint will 
improve the system in order to avoid it from happening to someone else. Friele and Sluijs 
(2006) also found that only a minority of the complainants in a hospital setting will look for 
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financial compensation in case of a service failure. Similarly, none of the complainants in our 
study seemed to be interested in a financial retribution. Instead, complaining patients were 
mostly concerned with getting the right diagnosis and effective treatment, which, in turn, are 
antecedents to regaining health.  
 Furthermore, patients also look for the consequence “treated as individual”, by which 
respondents’ referred to being treated fairly, like an individual and at the same level as the 
physician. This consequence can be considered to be part of the construct of perceived 
interpersonal fairness that is sought by individuals during the service recovery encounter (Tax 
et al., 1998). The attributes elicited as antecedents of this consequence are part of the 
elements identified by Tax and Brown (1998) in the provision of interactional justice. 
 Moreover, patients in this study expect their GPs to act professionally by doing the 
necessary checks and following a proper conduct and ethic. They also expect them to take 
responsibility, be accessible and provide with a “negotiated process” during the encounter. 
These elements can be considered as part of the procedural justice construct described by Tax 
and Brown (1998), Tax et al. (1998) and Colquitt (2001). Regardless of not being mentioned 
as an end states or values sought by patients, the presence of attributes like taking 
responsibility (Tax and Brown, 1998), accessibility, proper checks and procedures conducted 
(Tax et al., 1998) and the sought consequence of having a voice in and influence on the 
outcome (Colquitt, 2001) imply the presence of procedural justice.  
 Another noteworthy finding of this research is the presence of the constructs “gain 
knowledge” and “negotiated process”. Gaining knowledge through health advice and 
feedback from the physician seem important to patients in both types of encounters since they 
give patients a sense of control and help them prevent illness and stay healthy. The sense of 
control and the perception of having received proper feedback about their condition can be 
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interpreted as part of the elements that provide individuals with informational fairness 
(Colquitt, 2001; Mattila and Cranage, 2005). 
 Additionally, some patients want to feel that finding an effective treatment is an outcome 
of a negotiated process with the doctor. The presence of the latter and the feeling that they 
take an active part in the decision have an impact on patients’ self-esteem. Conversely, the 
findings seem to point out a fragmentation in the way patients want the medical service 
encounter to develop itself (Laing et al., 2009; Laing et al., 2005a). On the one hand, patients 
appear to want to gain and exchange knowledge with the doctor by having a negotiated 
process and compare the information with the one that they already have (Newholm et al., 
2006). On the other hand, the majority of patients still want the doctor to know more and 
come up with the final interpretation of the information and decision on the effective 
treatment to follow (Laing et al., 2004; Laing and Hogg, 2002). 
 Our research findings also show the influence that the consumerization of healthcare 
(Sage, 1991), the empowerment of consumers through the gain of knowledge (Laing et al., 
2005a) and  the need to feel treated with dignity and as an individual (Kenny, 1990) have on 
the growing need of patients to get a different and more negotiated approach rather than the 
paternalistic model in this type of service encounter (Charles et al., 1999; Hausman, 2004; 
Laing et al., 2005b; Newholm et al., 2006). By getting patients to “feel understood” and 
“treated as individuals”, GPs may provide the psychological comfort and well-being 
according to the patients’ needs (Spake et al., 2003). This in turn, will help the information 
flow between the patient and the GP (Hult and Lukas, 1995) and provide the holistic attention 
sought by patients (Berry and Bendapudi, 2007). 
 Finally, the importance given to the accessibility of the GP by respondents (especially in 
service recovery encounters) suggests that the encounter is assessed holistically. Factors like 
the waiting periods and the ease of contact of the GP, which are apart from the interaction of 
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the encounter, have an influence on both the outcome of the encounter and patients’ 
satisfaction (e.g. Gabbott and Hogg, 1996). Our study shows that the attribute “accessible” 
appears to have an influence in the sense of comfort that respondents desire to obtain and 
hence, will also influence the development and outcome of the medical encounter. 
Summary of findings and possible implications for GPs and health organisations 
The research findings present the qualities and behaviours of GPs that patients desire in 
medical (service recovery) encounters. These comprise a complex and broad set of attributes 
which produce a series of consequences sought by patients in order to regain trust, comfort 
and ultimately their health. GPs should especially work on different aspects of their 
behaviours for enhancing the interactional quality of the encounter. As the HVMs for the 
normal and recovery subgroup show, interactional quality is important in order to achieve the 
effective treatment or solution.  
 In case of a service recovery encounter, respondents believe that GPs need to show 
competence, friendliness and empathy in order to restore trust in them. As mentioned, GPs 
can give patients the impression of being competent by speaking about their experience and 
background, having a confidence tone of voice and by listening carefully to what their 
patients have to say. As listening is a skill, it can be learned, taught, enhanced and evaluated 
(de Ruyter and Wetzels, 2000b; Ramsey and Sohi, 1997). GPs could improve their listening 
skills by using the following training activities: GPs should be trained to improve their 
capability to analyse messages and interpret their correct meanings. Therefore, they have to 
increase their knowledge base by including scripts and cues to their repertoire. For GPs to be 
able to respond better to patients, they have to enhance their verbal communication skills and 
to improve their patience and adaptability. GPs can learn all these skills through role-playing 
and several other training tools. They should train their active listening skills throughout their 
career and not only during the initial training period. 
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 GPs are also expected to show interest in and understanding (empathy) of their patients’ 
problems and be friendly and courteous to them. GPs can display the appropriate and 
demanded emotions by practicing ‘emotional labour’ (Ashforth and Humphrey, 1993). GPs 
can practice emotional labour either through surface acting or deep acting. Surface acting 
means that they pretend to have certain emotions, which they do not truly feel, by displaying 
certain desired facial expressions, voice tones, or gestures (Ashforth and Humphrey, 1993). 
Recent research by Groth et al. (2009), however, showed that customers can identify feigned 
emotions to a certain degree, which makes surface acting a problematic strategy. The 
recognition of faked emotions will then negatively influence customer perceptions as they 
will not believe that the employee is sincerely interested in them and their problems and they 
will not feel taken seriously. By practicing deep acting, GPs may sincerely try to change their 
emotions so that they can play their role successfully. They can either try to evoke (or 
conceal) certain emotions or use thoughts and images to elicit certain emotions. GPs cannot 
engage in deep acting during the medical (service recovery) encounter but they could still try 
to change their emotions and genuinely feel what the patients demand them to feel before the 
encounter takes place. For example, if they are in a bad mood they could spend some time on 
actively invoking “thoughts, images, and memories to induce the associated emotion 
(thinking of a wedding to feel happy)” (Ashforth and Humphrey, 1993, p. 93). GPs can also 
take part in empathy training or use perspective taking techniques (Groth et al., 2009). 
Perspective taking is a cognitive skill that allows individuals to understand another 
individual’s point of view (Davis, 1980). Research by Parker and Axtell (2001) has revealed 
that perspective taking is positively associated with patience, reasonableness, and sensitivity.  
 GPs should also do the proper checks by following a respectful and ethical professional 
behaviour in order to find the root of the problem. Furthermore, respondents want their GPs to 
take responsibility for the problem and give a justification of what happened. Even though it 
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is not likely to get a proper admission of medical mistakes due to legal barriers (Friele and 
Slujils, 2006), an explanation of what happened and acknowledgement of patients’ condition 
will give patients the impression of being taken seriously. This will improve the quality of the 
interaction during the encounter. In the case of an administrative mistake, the 
acknowledgement of wrongdoing and taking of corrective measures will give the patient the 
sensation of making an improvement in the system. This sensation and the perceived 
responsiveness will impact on customers’ assessment of the encounter (Hocutt et al., 2006; 
Mattila and Cranage, 2005; Williams et al., 1995) and satisfy respondents’ desire to help 
others and contribute to society (Friele and Slujils, 2006).  
 Moreover, respondents would like to gain knowledge about diseases in order to prevent 
them from happening again. GPs could help patients in this regard by providing them with 
leaflets, reading lists, website addresses or by getting them in contact with self-help groups if 
necessary.  Patients also desire to have some sense of control over the decision of the 
treatment and a more active role in the encounter and treatment, which calls for a shared 
model in the process of treatment decision making (Charles et al., 1999). Through this type of 
approach, a two way interaction in which patients and physicians exchange information and 
discuss all aspects that are relevant for the decision-making occurs (Charles et al., 1997; 
1999). Thus, patients will feel that they have a more active role in the encounter and that the 
decision is made together with the physician (Charles et al., 1997).  
 Patients’ desire for better accessibility and shorter waiting times calls for management to 
find ways to improve access. In order to do this, management should also consider that 
respondents desire GPs to take time to listen to them, not be dismissive and inform them of 
their condition. Therefore, shortening time for the GP-patient encounter is not a suitable 
solution. Time is an important resource for GPs to obtain a favourable outcome and re-
establish the relationship with the patient. Especially when GPs want to make a diagnosis they 
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should follow the good practice set by the Mayo clinic and take whatever time is needed to 
collect all the required information to avoid rushing to conclusions that could later endanger 
the patient’s health (Berry and Seltman, 2008).  
 As previous research by Rod and Ashil (2009) has shown, the increase of job resources is 
important in order to avoid burnout in employees and improve service recovery performance. 
Therefore, the design of special customer service and interaction training programmes can be 
a possibility to improve physicians’ performance in the medical (service recovery) encounter 
with patients. By enhancing their interpersonal abilities, physicians can make better use of the 
time they have with patients. Even though some doctors may be reluctant to have such 
training programmes (Laing and Hogg, 2002), analysis and explanations of its benefits should 
be provided in order to prevent GPs from thinking that these programmes would only be a 
distraction from their core responsibilities.  
 Additionally, patients’ views should be taken into consideration when developing 
benchmarking processes and improvements. Previous research by Guven-Uslu (2005) 
revealed that patients’ expectations in the UK were not considered in this process. Therefore, 
listening to patients’ feedback is of importance as it makes them feel that their problems are 
being taken seriously and that they are contributing to the improvement of the system. 
Limitations and directions for further research  
Like all research studies, this project has several limitations as well. First, even though we 
aimed at recording information in an unbiased manner, we are aware of the fact that there is, 
always the possibility of interviewer bias when conducting personal interviews. We have 
therefore tried to minimise personal leanings and not influence respondents to give a hoped-
for answer. 
 Second, the study only involved respondents from one large metropolitan area in the UK, 
which means that the results cannot be generalized beyond this group. However, it also has to 
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be said that the potential for generalizability can never be achieved in any one study, but is an 
empirical question that requires comparisons over different studies (Greenberg, 1987). Thus, 
what is now needed is similar research with different sample populations. Results from these 
studies could then be compared and differences and similarities revealed.  
 Most interviewees were in the age group of 21 to 38 (only two respondents were older), 
which would classify them as young to middle aged patients. According to Drain (2001), age 
has an influence on the assessment of quality in the primary care medical encounter since 
young patients are more judgemental of the quality of the interaction. Previous research by 
Gabbott and Hogg (1995) also identified other clusters (e.g. women with family and the 
elderly) having different expectations and assessment of medical encounters. As age, gender 
and socioeconomic factors are characteristics that influence quality appraisals of healthcare 
services (Padma et al., 2009; Kemppainen et al., 1998), further research should find out if 
these variables have an impact on the qualities and behaviours of GPs that patients desire 
during medical (service recovery) encounters.  
 Hierarchical value maps also only display associations beyond a specific cut-off level, 
which means that associations have to be mentioned by a certain number of respondents in 
order to be graphically represented. However, as neither theoretical nor statistical criteria exist 
that help researchers decide which cut-off level they should choose (Grunert and Grunert, 
1995), further research might try to develop these criteria. 
 Further research could also investigate whether patient expectations differ greatly from 
what GPs believe patients want. In this connection, Bitner et al. (2000) suggest that service 
providers may not always know their customers’ service quality expectations. Similarly, 
Mattila and Enz (2002) revealed a large gap between customer and employee perceptions 
regarding service quality expectations. In a health care context, Fottler et al. (2006) and 
Wisniewski and Wisniewski (2005) suggest the existence of a gap between the patients’ and 
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staff’s perceptions of reliability attributes and actual service delivery. Further, physicians 
perceive patients’ expectations to be lower than they really are (O’Connor et al., 1994; O’ 
Connor et al., 2000). Consequently, fellow researchers could interview both GPs and their 
patients. The resulting hierarchical value maps could highlight different views and compare 
patients’ and GPs’ perception of the service recovery process. Insights gained could make 
GPs aware of differing perceptions and identify areas for training. GPs could also use 
hierarchical value maps to segment patients and to tailor behavioural strategies to different 
patient groups. 
Conclusion 
This paper gives a valuable first insight into the desired qualities and behaviours of GPs 
during medical (service recovery) encounters. Our findings show that laddering provides 
researchers with a research design, which unlocks means-end considerations otherwise hidden 
from quantitative research. Several concepts that are known from the literature such as “trust”, 
“competence” and “effective treatment” were identified and their importance was reinforced. 
Although earlier service recovery research in other service industries have arrived at similar 
findings, few have attempted to examine what lies behind the attributes of “Empathy”, 
“Competence” and “Friendliness” that customers ask for and the values customers want to 
reinforce through the service experience. In the context of health care, GPs can leverage this 
information to enhance the GP-patient relationship and to foster positive patient outcomes. 
 Our study results also stress the fact that complaining patients are people first and patients 
second, where the primary importance is the satisfaction of basic social needs. Even though 
the importance of social needs has been known in the (service) literature for quite some time 
(e.g. Schneider and Bowen, 1995), many service providers, unfortunately, still do not seem to 
pay sufficient attention to this important issue. We hope that our study helps raising 
awareness for the social nature of service exchanges.  
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 The fact that this study has revealed a very high number of very long ladders and also the 
highest number of values in published laddering studies so far shows how emotionally 
involved respondents are when it comes to discussing health related issues. In particular, our 
results show how crucial medical (service recovery) encounters in general and GP qualities 
and behaviours in particular are for patients. Due to the high importance of health, patients 
want to have the feeling of control during medical (service recovery) encounters and 
especially want to be integrated in the service provision. Therefore, GPs need to understand 
that patients do not only want to be provided directly with a solution, but they want to be 
involved as active players in the decision-making process. According to S-D logic, the ability 
to share information hereby relies on mutual trust between the parties and is essential for the 
co-creation process (Vargo, 2008). 
 Another strong contribution of this paper is the finding that all the identified concepts 
from the laddering interviews that are shown in the hierarchical value maps must not been 
seen in strict isolation, as in previous research, but have to be understood as a network of 
interrelated concepts: GPs can improve service recovery activities their by not just having the 
appropriate attributes desired by patients, but by assessing these in a way that their impact is 
linked to the perception of the patient to the important consequences and motives. Laddering 
helps GPs understand that their attributes have several important consequences for patients 
(e.g. the feeling of being taken seriously), which are then linked to patients’ personal values 
and basic motivations (e.g. perceptions of justice). By using methods such as the laddering 
interviewing technique, researchers can reveal how all these indentified elements that are of 
importance to patients are interconnected and interdependent, which then helps health service 
providers realise that focusing on concepts (e.g. GPs being competent or friendly or 
empathetic) in isolation is not sufficient for recovering dissatisfied patients in face-to-face 
medical (service recovery) encounters. 
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Figure 1. Hierarchical value map (recovery subgroup) 
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Note: White circles represent attributes, grey circles stand for consequences and black circles represent 
values.  
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Figure 2. Hierarchical value map (normal subgroup) 
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Table 1. Overview of attributes 
 
Name of Attribute 
Number of 
times 
mentioned 
in Ladders 
in Normal 
Encounters 
Number of 
times 
mentioned 
in Ladders 
in Recovery 
Encounters 
Description 
Empathy 28 24 
GP should show that he is interested in the patient, show s/he cares 
about the patient and is understanding of the feelings and background 
of the patient. Patients perceive this quality from the GP when s/he 
asks for the history and background of patients' ailments; tries to 
relate to them; through body language and supportive remarks; shows 
interest and sympathy as opposed of being bored and dismissive; and 
acts in an accommodating and compassionate manner. 
Professionalism 16 19 
GP should behave professionally. This means s/he should do checks, 
be conscious of time, be respectful, check and compare history, 
follow code of conducts and ethics. 
Responsibility 0 19 GP should be responsive, acknowledge and take responsibility for 
actions, apologise and justify behaviour. 
Competence 26 18 
The GP should have knowledge, skill and experience. In order to 
show competence, the GP should talk about his experience, the GP 
should talk about their background, be well spoken of, have 
confidence in his voice, be fast an accurate in his response, listen 
carefully and make notes and be prudent. 
Informative 24 16 
GP should give feedback, health advice, willing to answer questions, 
inform and discuss what is going on and the matter of illness of the 
patients. 
Communication skills 8 14 
GP should have good communication skills, be able to interact, be a 
good talker, have people skills, be easy to talk to and good eye 
contact and good body language. 
Accessible 7 13 Patients want their GP to be easy to reach, available, organized, easy to contact and specially a better waiting period (quickness). 
Friendliness 31 13 
GP should be friendly. Respondents of this research perceive GP's 
friendliness if s/he is warm, courteous, friendly and kind; breaks ice 
to start a conversation; smiles; is open minded; welcoming; friendly 
eyes; has nice personality; is polite. 
Active listener 17 11 Patients want their GP to listen actively to them. 
Politeness 1 7 GP should be polite. 
Proactive 4 7 GP should take initiative and action. 
Patience 20 3 GP should have patience and take the time to talk and listen to the patient. 
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Table 2. Overview of consequences 
Name of 
Consequence 
Number of 
times 
mentioned 
in Ladders 
in Normal 
Encounters 
Number of 
times 
mentioned 
in Ladders 
in Recovery 
Encounters 
Description 
Feel Comfortable 90 80 Patients want to feel comfortable, at ease, worry free, relieved and 
assured that they are in good hands. 
Effective treatment 67 75 GP can determine the best and most effective treatment for patients in order to solve their problems. 
Trust 67 57 Patients feel that they can rely on and have confidence in the physician, his abilities, intentions and diagnosis. 
Feel cared for 33 34 Patients want to feel that there is someone they can lean on and feel taken care of. 
Diagnosed correctly 25 33 GP can determine the correct diagnosis. 
Open up 74 25 Patients want to feel they can tell everything to the GP and express freely. 
Gain Knowledge 21 23 Patients want to learn and understand more about illnesses and their 
condition; and get health advices. 
Treated as individual 18 21 Patients want to feel like individuals, at the same level, related to 
physicians, fairly and not like numbers. 
Feel taken seriously 19 19 Patients want to feel they are taken seriously and listened to. 
Not waste time 14 17 Patients want to save time in the processes of seeing the GP and 
getting cured. 
Feel Motivated 5 13 
By getting information, comfort and support, the patient will feel 
more confident, with hope, more energy, be willing to cooperate 
more optimistically and follow the treatment.  
Take problem 
seriously 0 13 
Patients want to have the impression that their problem is 
acknowledged and taken seriously 
Move on 4 12 Patients want to take care of other things. 
Negotiated process 2 9 Patients want to have an active role in the process of the treatment decision. 
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Control 4 8 Patients want to be in control of what they are doing, decide or make decisions by themselves and plan their lives. 
Feel understood 39 8 Patients want to feel that the doctor understands them and their 
needs; and feel accepted. 
Prevent 3 8 Patients want to prevent illnesses and stay healthy. 
Improve System 0 7 Patients want to feel that their complaint and posterior solution will 
contribute to the improvement of the system 
 
 
Table 3. Overview of values 
 
Name of Consequence 
Number of 
times 
mentioned 
in Ladders 
in Normal 
Encounters 
Number of 
times 
mentioned 
in Ladders 
in Recovery 
Encounters 
Description 
Health 91 77 Patients want to get healthy and cured. 
Well-being 62 65 Patients feel good, better and want to live a long, happy life. 
Accomplishment 50 47 Patients want to carry on and achieve their goals (study, work, success and others). 
Safety 61 44 Patients feel safe and secure. 
Self-esteem 28 33 
Patients feel better and happy about themselves, 
unique, recognized, back to normal self, and 
morally motivated. 
Hedonism 11 25 Patients want to enjoy life. 
Belongingness 17 19 Patients feel accepted by others, not feel alone, 
socialize and go back and care about family. 
Self Realization 39 18 Patients want to make the best out of their lives 
and feel self-realized. 
Altruism 7 10 
Patients care about the well-being and time of 
others; and want to contribute to society with (1) 
their efforts, (2) help and (3) improvement of the 
system. 
Satisfaction 8 3 Patients feel satisfied and that they got what they 
expected. 
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Table 4. Overview of number and length of ladders 
 Number 
of 
ladders 
Number of ladders per 
respondent 
 
Number 
of 
concepts 
of 
meaning 
(A/C/V) 
Number of concepts of 
meaning per ladder 
(=Length of ladder) 
 
  Min Max Average  Min Max Average 
Laddering 
Interviews 
375 5 26 9.9 2167 3 10 5.7 
 
